area was dissected circumfirencialy. An inverted V shape perineal skin flap was raised posteriorly, and the deep perineal tissues were incised in the midline to accommodate the realigned vagina, which was then incised posteriorly and anastomosed to the perineal V skin flap. Two patients 12 and 17 years old who underwent unsuccessful bladder exstrophy closure during early childhood complicated by complete dehiscence managed to maintain a relatively healthy bladder plate over the years. Both underwent one stage total mobilization of the urethral plate attached to the vagina as a single unit without separating them from each other to preserve the urethral blood supply, which was subsequently tubularized as a part of complete primary bladder closure, bladder neck reconstruction and urethroplasty in addition to the vaginal realignement. All patients underwent simultaneous reconstruction of the mons pubis RESULTS: The 6 patients who underwent Y-V episiotomy for vaginal stenosis maintained vaginal patency up to 18 months follow up. 3/6 including the patient who had had posterior episiotomy are sexually active without complaints. In 1/11 patients who underwent vaginal mobilization the repair partially broke down and was successfully revised 6 months post operatively. Minor complications were noted in 2/ 11 pts including suture granulomas and a hypertrophic scar both of whom responded to local treatment. 5/11 are sexually active and reported no dyspareunia. The follow up varied between 9 months and 4 years (mean 2 years) CONCLUSIONS: As children born with bladder exstrophy transition to adolescence, the genital tract acquires significant importance. Y-V vaginoplasty is preferable to posterior cut back episiotomy for correction of severe entroital stenosis. Restoration of the anteriorly displaced vagina by total mobilization and caudal realignment closer to the anus, in addition to contouring of the mons pubis camouflages the anatomic deformities of the external genitalia of females born with bladder exstrophy. However, in some cases complex and extensive reconstruction of the pubic area is required.
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RESULTS: Twenty-five young women with SB participated (mean age 27.1 years, range 16-52). Seventeen of the 25 (68%) participants had been or were currently sexually active. Five themes emerged regarding their understanding of their sexuality and their sexual experiences: 1) being perceived as asexual, 2) sources for sex education, 3) need for SB-specific sex education, 4) impact of SBspecific features on sexual encounters, and 5) perceived relationship between low sexual self-confidence and risk for sexual assault.
CONCLUSIONS: Women with SB described struggling with the perception that they are asexual. They have unanswered questions about their sexual health, but difficulty finding information. Most need to make modifications during intercourse due to their disability and describe low self-confidence. Their poor education, misunderstandings and lack of confidence make them vulnerable to unintended pregnancy and sexual assault. Including sexual health discussions in the usual care of women with SB is critical to enhancing their sexual confidence and experience and preventing sexual abuse. METHODS: In this exploratory qualitative survey, interviews with women with spina bifida who were at least 16 years old were transcribed verbatim and analyzed using Grounded Theory by three reviewers.
Source of
RESULTS: Twenty-five women with spina bifida ages 16-52 years (median age 26) participated. Six women had at least one previous pregnancy. Five had thought that they could not get pregnant before they actually got pregnant. Interviews revealed the following themes about their reproductive health perception and experiences: 1) poor understanding of their reproductive health and potential, 2) attitude towards becoming pregnant or not, 3) facing physician's opposition
